Introduction
Anxiety disorders are highly prevalent mental disorders with the potential to be persistently disabling if not treated. 1 Both psychotherapy and pharmacotherapy (PT) have demonstrated their treatment efficacy. 2, 3 Nevertheless, almost 30%-60% of patients continue to be symptomatic after outpatient management. [4] [5] [6] [7] [8] [9] [10] There is also a deficiency of studies examining treatment efficacy in hospitalized anxiety-disorder patients. Prasko et al 11 published one of the few studies on inpatients and showed that response rates were between 34.3% (in generalized anxiety disorder [GAD] ) and 60.1% (in panic disorder) and remission rates between 31.3% (GAD) and 56.5% (panic disorder) in a 6-week inpatient program combining cognitive behavioral therapy (CBT) and PT. The limited effectiveness of the current methods of treatment has led to an effort to detect aspects that improve treatment success in this population. Such knowledge could lead to an improvement in treatment-effectiveness rates.
Many researchers have focused on sociodemographic and clinical factors associated with good treatment response. [12] [13] [14] They showed that certain characteristics, such as male sex, unemployment, 7 positive history of depression in the family, 14 early beginning of the anxiety disorder, greater severity of the disorder, 12 or a comorbid personality disorder 15, 16 often predict poor treatment response.
In the area of psychological factors, dissociation proved to be the significant factor influencing treatment outcome in patients with anxiety disorders. [17] [18] [19] It has been suggested that the impact on the treatment outcomes of mental disorders may be direct and indirect. 17 Dissociation can be understood as a coping strategy to deal with severe anxiety-inducing or painful traumatic experiences. 20 , 21 Dell and O'Neil defined dissociation as a malfunction in the integration of perception, emotions, cognition, memory, or physical responses. 22 Dissociation can be experienced by depersonalization, derealization, or amnesia. 23 Certain signs of dissociation are apparent in most patients with anxiety disorders. [24] [25] [26] Dissociation serves to produce detachment from present or expected emotional states of pain, fear, anxiety, or vulnerability. 22, 27 People who frequently experience dissociation during distress often had neglect or trauma in their past. 28, 29 Early traumatization is one of the explanations that persons excessively dissociate. 30 They furthermore have a tendency to dissociate in partly analogous situations in adulthood. Persons who preferably experience dissociation in coping with difficult situations are disposed to shame and guilt feelings and self-stigma. 31 High levels of dissociation are associated with resistance in patients with panic disorder 23, 32, 33 and obsessive-compulsive disorder (OCD). 18, 34, 35 Dissociation has been connected with negative outcomes of CBT for anxious inpatients. 36 The indirect negative effect of dissociation on treatment effectiveness may stem from insecure attachment patterns, which are commonly found in individuals who excessively dissociate. Insecure individuals may exhibit all sorts of avoidant behavior (especially social avoidance), and this can also limit treatment effectiveness. 36 Another characteristic that could influence treatment outcomes is hope. Snyder et al described a complex hope theory based on cognitions, emotions, motivation, and behavior. 37 The authors defined hope as "a positive motivational state that is based on an interactively derived sense of successful 1) agency (goal-directed energy) and 2) pathway thinking (planning to meet goals)". 37 What sets hope apart from similar concepts, such as optimism, is the emphasis on the individual's activity to reach the goals. 36 Fundamental elements of hope, agency, and pathway thinking are closely related to one another. 38 Higher rates of hope, as understood by Snyder et al, are connected to lower depressive symptoms. 39 In the field of psychotherapy, hope has been empirically found to increase efficacy. 29, 37, [40] [41] [42] [43] [44] [45] [46] It has been implemented as a part of positive psychotherapy 47 and included in more traditional treatments, such as CBT. 42, 48 Levels of hope also predict the use of specific coping strategies and could have a direct impact on the efficacy of the psychotherapy. 37 Kwon has shown that individuals with low hope prefer avoidant behavior when dealing with stress. 49 Conversely, hopeful persons practice more adaptive strategies of coping, such as active search for the solution of the problem, careful planning, seeking social support, or using humor to defuse destabilizing negative emotions. Their ability to cope effectively with distress can explain the positive impact of the patient's hopeful mental state on the efficacy of psychotherapy. 37 Another important psychological factor influencing the efficiency of treatment of mental disorders could be selfstigma. [50] [51] [52] Public attitudes toward persons suffering from psychiatric problems have been a cause of their unequal status in society for centuries. Prejudices, which are connected to mental illness stigma, may lead to direct discrimination against patients with psychiatric diagnoses. More subtle manifestations of rejection, such as defamation or subtle exclusion from society, are also common. 53, 54 Self-stigma (internalized stigma) is a condition in which individuals with stigmatizing problems (such as mental disorders) accept social prejudices about psychiatric patients and apply them to themselves. 55 It has been postulated that only patients with severe psychiatric illnesses were likely to be the objects of stigma. 56 Nevertheless, Alonso et al 57 found that patients with anxiety disorders can be labeled as well. Ritsher and Phelan 58 recognized that stigma brings greatest harm in patients who internalize it. It leads to poor quality of life, 59 lack of adherence to treatment, 50, [60] [61] [62] or increased suicidality. 
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Psychological factors and treatment efficacy in anxiety disorders and expectations of the future. The development of self-stigma often leads to a decrease in self-confidence and self-esteem and a growth of feelings of hopelessness and pessimism. 55, 64 Through these negative consequences, self-stigma may affect the success of treatment of mental disorders. Individuals who struggle with self-stigma also tend to avoid psychiatric or psychological treatment altogether, because of the fear of being stigmatized. 52 Therefore, they completely avoid or delay seeking help or beginning treatment. 65, 66 Investigators have mainly focused on the stigmatization and self-stigma of individuals with psychoses, 50,67 mood disorders, 67 or alcohol dependence. 68 However, stigma also occurs in relatively less severe but more widespread mental disorders, such as anxiety disorders. 57 People suffering from a higher self-stigma level more frequently disregard the physician's instructions about medication and prematurely discontinue it. 60, 69 This association of adherence and self-stigma has been confirmed in patients with anxiety disorders, 60 schizophrenia, 50 bipolar disorder, 62 and depression. 70 Nevertheless, not all patients with psychiatric disorders suffer from high levels of selfstigmatization. Some do not experience it, even if they are faced with discrimination. It is possible that there are individuals who are more resistant to the internalizing of stigma than others. 71 The relationship between treatment effectiveness and personality traits from the Cloninger theory of personality (specifically, harm avoidance and self-directedness) has been studied in different populations, such as individuals with OCD, 72 bulimia nervosa, 73 and depression. 74 It was shown that the harm-avoidance trait lowered antidepressant efficacy in depression. 74 On the other hand, higher levels of self-directedness may lead to better treatment outcomes in some populations. 72, 73 Harm avoidance is usually elevated in patients with anxiety disorders, 75, 76 and self-directedness is often decreased. 35, 36 As for these personality traits, Margetić et al 77 discovered that one of the most substantial characteristics accompanying self-stigma is harm avoidance. 77 This is a trait that comprises features such as anticipation worry, fatigability, shyness, and difficulties in handling ambiguous situations. It offers a heritable predisposition to strong responses to negative stimuli and learning to the avoidance of punishment. 78 Harm avoidance could be a feature that is connected with the increasing probability of internalizing self-stigma. 77 The other important personality characteristic linked with self-stigma is self-directedness. 77 Self directedness can help, as a protecting aspect, impede the internalization of self-stigma. Persons with higher levels of this characteristic are purposeful, responsible, and resourceful. 79 Such features create an individual who is self-regulating, independent, and less vulnerable to decreased hope in stressful periods. 77 However, the influence of these personality traits on treatment success in anxiety disorders has not been explored yet.
The aim of our study was to investigate the relationship between self-stigma and the treatment efficiency of anxiety disorders. The main hypothesis was that anxiety-disorder patients who have a higher degree of self-stigma display fewer changes during treatment. This hypothesis is based on Livingston and Boyd's meta-analysis findings 56 and the results of Yanos et al 50 and Fung et al. 52 The strength of this expected influence was also an important issue. Although self-stigma could show to be a significant predictor of therapeutic change, it still would not show how strong it really is. This is why other factors came into the equation. Various clinical, sociodemographic, and personality aspects that were previously associated with self-stigma and/or treatment effectiveness of the chosen disorders were included to serve for comparison of the predicted impact.
Subjects and methods subjects
Involvement in the investigation was offered to all hospitalized individuals undergoing complex treatment of anxiety disorders at the psychotherapeutic department of the Department of Psychiatry in Olomouc University Hospital. Data were collected from November 2012 to November 2014. Of the 442 persons admitted to the psychotherapy unit in a given period, anxiety disorder at baseline was diagnosed in 184 patients. These patients were resistant to outpatient pharmacological and psychotherapeutic treatment (ie, they were chronically unresponsive to standard outpatient pharmacological and/or psychological treatment). Because of this resistance, they were indicated for complex inpatient treatment.
Inclusion criteria for the study were age 18-75 years and a diagnosis of anxiety disorder according to the criteria of the International Classification of Diseases (ICD)-10 (panic disorder with/without agoraphobia, GAD, social phobia, or mixed anxiety-depressive disorder), and exclusion criteria were organic mental illness, psychoses, current substance-use disorders, or an antisocial personality disorder, and significant suicidal tendencies.
A total of 145 patients agreed to participate, filled in the informed consent, and completed several scales and questionnaires. There were 36 dropouts for the following reasons: eleven patients discontinued treatment, one lady was 
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Ociskova et al unable to attend due to partial illiteracy, and 24 subjects were rediagnosed and lost criteria for inclusion in the study. Therefore, 109 patients completed the study and were calculated in most analyses. There were no differences between patients who participated or dropped out from the study of demographic features.
The majority of the patients were women (n=73, 66.9%), with a mean age of 40.0±12.1 years. Most participants were students or employed (56.9%). Others were unemployed (22.9%) or receiving a disability allowance or old-age pension (20.2%). Highest education attained was secondary school for 46.8%, lower vocational training for 27.5%, primary school for 12.8%, and university for 12.8%. With regard to marital status, 36.7% of patients were single and 35.8% married. The rest were divorced (21.1%) or widowed (6.4%).
Diagnosis was determined by an outpatient psychiatrist, a psychiatrist of the department, and a senior psychiatrist. The diagnoses were further confirmed by the Mini-International Neuropsychiatric Interview (MINI) 80 implemented by a psychologist. The number of patients diagnosed with each anxiety disorder is in Table 1 .
Some comorbid disorder was present in 96 individuals. A total of 32 patients (29.4%) were diagnosed with comorbid depression, and 31 participants (28.4%) struggled with a comorbid personality disorder. Borderline personality disorder was the most frequent personality disorder (19.3%). Another anxiety disorder was present in 25 patients (22.9%).
The mean duration of the anxiety disorder was 8.5±8.1 years, with average age at onset of the disorder 31.1±14.4 years. The length of the personality disorders (in comorbid cases) was impossible to find out. Patients described the history of their anxiety disorder in their own words. According to these data, the comorbidity of a personality disorder was not recognized by the patients usually. In cases of a comorbid mild depressive disorder, the symptoms of depression often developed secondarily to the anxiety symptoms. The mean number of previously undergone psychiatric hospitalizations was 2.1±1.5. Before the current hospitalization, the patients were treated for their anxiety disorder and depression (in comorbid cases) at outpatient facilities, mostly by drug therapy alone and by psychotherapy rarely. The each reason for hospitalization was the lack of efficacy in the outpatient treatment.
The patients from the two treatment groups (CBT, n=45; PT, n=64) did not significantly differ in sex, age, or education. They were also comparable in levels of anxiety ( 
Measurements
All patients filled in several scales and questionnaires that were offered by a researcher who was not a clinical worker of the department. The same person also assessed the evaluative MINI. 80 The following methods were finalized at the beginning of the program.
The MINI is a structured interview covering diagnostic criteria for common mental disorders according to the Diagnostic and Statistical Manual of Mental Disorders (DSM)-IV and ICD-10. 80 Interrater reliability was 0.75 or higher in all parts of the diagnostic interview, except the less reliable current manic episode. 81 The Internalized Stigma of Mental Illness (ISMI) scale measures the level of self-stigma in adults with diagnosed mental disorders. 82 It includes 29 items divided into five subscales: alienation, stereotype endorsement, discrimination experience, social withdrawal, and stigma resistance. Patients mark one number from a 4-point Likert scale according to their level of agreement with each statement. 82 Cronbach's α for the method is excellent (α=0.9). The Czech version of the scale has an equivalent internal consistency (α=0.91). 
83
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The Adult Dispositional Hope Scale (ADHS) is grounded on the theory of hope created by Snyder et al. 37 It consists of 12 items divided into three parts: four items measure pathway thinking (ie, an ability to identify adaptive ways to achieve goals), four items focus on agency (ie, inner motivation or energy to pursue goals and remain motivated even when obstacles occur), and four items are distractors (they are not analyzed). Participants choose a number from an 8-point Likert scale in accordance with their level of agreement or disagreement with each statement. Cronbach's α for this scale is good (α=0.74-0.84). 37 Cronbach's α for the Czech version of the scale is also good (α=0.82 for the general population, α=0.85 for the psychiatric population). 84 The Temperament and Character Inventory -revised (TCI-R) measures personality according to the biosocial theory of Cloninger. 85, 86 It consists of 240 items that are divided into four traits of temperament (novelty seeking, harm avoidance, reward dependence, and persistence) and three traits of character (self-directedness, cooperativeness, and self-transcendence). 87 Individuals respond to the statements by using a 5-point Likert scale based on their degree of agreement or disagreement with them. The internal consistency in the English version of the inventory seems satisfactory (α-values ranging from 0.58 of the pure-hearted conscience facet of cooperativeness to 0.9 of the spiritual acceptance facet of self-transcendence, with most α-values being 0.7-0.9). 86, 88 The reliability of the Czech translation of the method is also satisfactory. 87 In our sample, the α-values of the six scales exceeded 0.7, with persistence reaching the highest levels (α=0.91). The α-value of the seventh scale, novelty-seeking, was only 0.54. The most important scales in this study -harm avoidance and self-directedness -had acceptable inner consistency (α=0.81 and 0.71, respectively).
Several scales and questionnaires were completed at the beginning and the end of the program. The CGI is a 7-point scale that evaluates the overall level of psychopathology. 89 Every point of the scale has its defined unique characteristics. It may be completed by a physician (CGI Obj ) or a patient (CGI -subjective version [CGI Subj ]). Intraclass correlations lie in the interval 0.88-0.92. 90 The BAI 91 measures the intensity and frequency of the anxiety symptoms experienced during the last week. Responses are based on a 4-point Likert scale. 91 The method has excellent internal consistency (mean α=0.91). 92 Cronbach's α for the Czech version of the scale is 0.92.
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The Beck Depression Inventory -second edition comprises 21 depressive symptoms. 94 Patients choose which symptoms they perceived in the last 2 weeks and how intense they were. 95 The internal consistency of the scale is higher in the psychiatric population (α=0.86) than in the general population (α=0.81). 94 The Czech version was validated by Preiss and Vacir; Cronbach's α reached 0.89. 96 The Dissociative Experiences Scale (DES) assesses the intensity of dissociative experiences in both the psychiatric and general populations. 97 The scale describes 28 kinds of dissociative symptoms. Participants mark a spot on a 10 cm line according to the percentage of time that they experience the symptoms. Apart from the general level of perceived dissociative experiences, it is possible to compute a score of pathologic dissociation (DES Taxon [DES-T]). Pathologic dissociation consists of more extreme experiences of dissociative amnesia, derealization, depersonalization, or identity alternation. 98 Cronbach's α for the DES is excellent (α=0.96). 97 The Czech translation showed psychometric properties equal to the original version of the scale. 99 
Methods of treatment
All patients were treated for six weeks in the inpatient group psychotherapeutic program of the Department of Psychiatry of Olomouc University Hospital. The treatment was uniform for all patients: focused mostly on the anxiety disorder, but both various antidepressants and CBT strategies were also helpful for the comorbid depressive symptoms and personality issues. The program included 25 group sessions and five individual sessions of CBT or psychodynamic therapy in combination with PT. The CBT program consisted of standard steps covering psychoeducation, case conceptualization, making a list of symptoms and life problems, cognitive restructuring, exposure therapy, elaboration of core beliefs and conditional rules, and problem solving. A short psychodynamic program focused on relationship difficulties in patients' lives, interactions in the group, and developmental issues. Both psychotherapeutic programs were supervised once a week by an experienced therapist. The program was completed by social skills practice and sport. 11 There was no randomization to the type of group-therapy program. Apart from the group and individual sessions, the psychotherapeutic group program consisted of additional supporting activities: progressive muscle relaxation and sport. The patients were treated with standard doses of previously used antidepressants. Only minimal changes in doses were done. The psychotherapeutic and pharmacological strategies agreed with the Czech national guidelines for the treatment of psychiatric patients.
100,101
Medication
The most common medication at the start of the treatment was antidepressants (n=97, 89% The average dosages of medication at the termination of the program were similar to those at the start of the hospitalization. The average dose of antidepressant was 41.32±27.9 mg of paroxetine equivalent. The mean dose of anxiolytics was 0.49±0.44 mg of alprazolam equivalent, and the average dose of antipsychotics was 1.28±0.91 mg of risperidone equivalent. The differences between initial and final average doses of medication were insignificant (antidepressants, Mann-Whitney U=4,520, not significant; anxiolytics, Mann-Whitney U=303.5, not significant; antipsychotics, paired t-test, t=0.5436, df=62, not significant).
rating-scale changes
The average scores for all measures assessing disorder severity significantly decreased after treatment (Table 2 ). There was a substantial decrease in the general severity of the disorder during the therapy (CGI Subj and CGI Obj ). This decrease can be described as large (Cohen's d for CGI Subj was 0.83 and for CGI Obj 2.4). There was also a substantial decrease in the total scores of anxiety and depression (BAI and Beck Depression Inventory, Table 2 ). The patients showed a higher decrease of symptoms of depression, where the difference was medium (d=0.66), than in reduction of anxiety, where the difference between the first and last measurement was small (d=0.28).
A total of 52 patients achieved remission, defined as a final CGI Obj rating of 1 or 2 (47.7%). A smaller group (30.3%) of individuals showed mild symptoms of mental disorders at the end of the hospitalization (n=33, CGI Obj 3). The rest of the participants (n=24, 22%) suffered from moderate or severe symptoms of mental disorders at the end of the treatment (CGI Obj 4 or higher).
statistics
Statistics were calculated using GraphPad Prism 5.0 and SPSS 17. Descriptive statistics were applied to calculation of the demographic data, mean scores of scales and questionnaires, and to calculate the character of data distribution. Between-group differences were calculated by t-tests for paired samples (for medication dosages and rating-scale scores at the beginning and at the completion of the treatment) or independent t-tests (for types of group therapy and comorbidities) or their nonparametric equivalents and one-way analysis of variance (for three major diagnostic groups). Tukey's range test or Dunn's multiple-comparison tests were applied as corrections to the analysis-of-variance measurements. The difference between the first and last measurements of BAI and CGI Obj was also analyzed by applying the relative-change calculation. Correlations between variables were examined by Pearson's or Spearman's correlation coefficient and backward-stepwise multiple regression. Bonferroni correction was added to the regression to lower the probability of false-positive results. The effect size of the multiple linear regression analysis was calculated by using the f 2 indicator or its equivalents. The statistical significance threshold was set at 5%.
The local ethical committee of Olomouc University Hospital approved the investigation and study. All patients signed an informed consent to take part in the study. The research was done in accordance with the recent version of the Guidelines for Good Clinical Practice and the Helsinki Declaration.
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Results
Therapeutic change and demographic, clinical, and psychological factors
The relative change in psychopathology assessed by physicians using CGI Obj did not significantly correlate with any of the demographic factors, ie, age at the onset of the disorder, current age, duration of the psychiatric disorder, number of previous hospitalizations, indices of psychopharmaceuticals, and the severity of psychopathology measured at the start of the treatment (Table 3) .
However, the objective change in psychopathology measured by the relative-change CGI Obj significantly correlated with the initial levels of dissociation (DES), pathological dissociation (DES-T), self-stigma (ISMI), hope (ADHS), and the personality traits (TCI-R) of harm avoidance and self-directedness (Table 4) . 
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There were no statistically significant differences between the relative changes among subgroups of patients divided according to the primary anxiety disorder (panic disorder/agoraphobia versus social phobia versus GAD/mixed anxiety-depressive disorder, subgroups with or without comorbid depression or with or without comorbid anxiety disorder) (Table 4) .
However, there were differences in relative changes in CGI Obj between the subgroups with and without a comorbid personality disorder (Table 4) . Patients who did not have a comorbid personality disorder improved significantly more in their overall mental state than participants who had a comorbid personality disorder. The magnitude of this difference was medium (d=0.66).
relative change in Bai
The relative change in anxiety according to subjective BAI score did not significantly correlate with any factor but the initial level of self-stigma (Spearman's ρ=0. 26 , P,0.01) ( Table 4) .
Backward-stepwise multiple-regression analysis
A backward-stepwise multiple-regression analysis was performed to detect the most significant factors influencing treatment effectiveness, assessed with CGI Obj . The dependent variable was the relative change in CGI Obj during treatment. The independent factors were comorbidity with a personality disorder, indicator of having or not having a partner, undergoing group CBT or short psychodynamic therapy, initial severity of the symptoms of dissociation (DES), and the starting levels of self-stigma (ISMI), hope (ADHS), harm avoidance (TCI-R), and self-directedness (TCI-R). All of these regressors were previously significantly connected with the dependent variable.
The subsequent model explained 16.1% of the dependent variable (P,0.001, Table 5 ). The effect size for the model was medium (f 2 =0.23). The predictors were removed in single steps: self-directedness, followed by dissociation, hope, harm-avoidance, and partnership were eliminated at first. The type of group therapy, the initial level of self-stigma, and 
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Ociskova et al comorbid personality disorders remained to the last step of the regression. After the Bonferroni correction, the adjusted P-value was 0.0063. Therefore, self-stigma remained as the only significant predictor of relative change measured by the physician during the treatment.
Discussion
The aim of this investigation was to find potential psychological factors related to treatment response in patients with anxiety disorders treated with CBT or PT. Patients ratings on all scales reduced during treatment. The improvement in symptomatology is encouraging, in light of the fact that these patients had been resistant to previous outpatient treatment. There were more substantial changes in signs of depression and general psychopathology than in anxiety. The explanation of these results is not easy, and we can only speculate. While most patients improved in anxiety symptoms, the improvement was small. This may have been because of the therapeutic program: part of the therapy was daily exposure to feared situations. In fact, the patients in intensive psychotherapeutic program improved more in avoidant behavior than in general symptoms of anxiety. Therefore, the patients were learning how not to avoid their fears, and while doing so, they were anxious because they were actually exposed to the unpleasant stimuli. They usually underwent this part of the treatment until the last day of their hospitalization. Therefore, they did not have much time to feel relaxed. The intensive therapeutic program is quite demanding.
This hypothesis could be supported by comparable outcomes detected in a study of patients suffering from social phobia. 103 In this study, the ratings on the Liebowitz Social Anxiety Scale avoidance subscale decreased much more quickly than the anxiety subscale and the BAI. Also, Başoğlu et al found that global improvement relied more on improvement in avoidant behavior than on decrease in panic or anticipatory anxiety in the therapy of patients with panic disorder with agoraphobia. 104 Another possibility is that the current results reflect findings for individuals with sets of comorbidities. Another explanation offers another characteristic of the program: the treatment was inpatient. It may be that the mean levels of anxiety increased at the end of the treatment because of the anticipatory anxiety in the patients. They were coming home and back to the job, and may have apprehended this step.
No sociodemographic factor significantly correlated with the therapeutic change. Livingston and Boyd conducted a meta-analysis of the existing state of evidence about selfstigma in psychiatric patients. 56 The authors concluded that demographic factors did not play a major role as factors modulating the likelihood of the manifestation of self-stigma. The current results suggest that there are no substantial differences in the degree of self-stigma in patients with different education, ethnicity, sex, occupation, or income. 56 Also, Watson et al failed to recognize any substantial connection between self-stigma and several demographic aspects. 19 The only demographic aspect that might be importantly associated with self-stigma is the patient's age. Despite the fact that most articles analyzed by Livingston and Boyd showed that there was no significant association between selfstigma and age, a small number of investigations found one. 56 However, these outcomes were not robust, and as Livingston and Boyd concluded, 56 may be omitted. The results of research concentrated on self-stigma in bipolar affective disorder, 62 psychoses, 61 and anxiety disorders 19, 60 indicated that age did not affect the degree of self-stigma significantly. Therefore, the outcomes of these studies indicate that demographic features do not play a significant role in determining self-stigma. This is in accordance with our results. This is contrary to other studies that found some sociodemographic factors predicting therapeutic outcome in selected anxiety disorders. 105, 106 Predictors of the response to treatment using both CBT and PT in patients suffering from social phobia were summarized in the work of Mululo et al. 12 This article condensed outcomes of 24 studies. Age of disorder onset, disorder severity, existence of comorbid anxiety disorders, and low expectations from therapy were identified as significant predictors of therapeutic response. However, we did not measure therapeutic expectations. In our previous study in individuals suffering from social phobia, changes in the Liebowitz Social Anxiety Scale positively correlated with disorder-onset age. 106 Different study populations could explain the differences between the results of the studies mentioned and those of the current study.
It is uncertain if the present outcomes reflect findings for anxiety samples alone or for a set of comorbidities, but 
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Psychological factors and treatment efficacy in anxiety disorders comorbidity with depression did not appear to be an aspect contributing to treatment effectiveness in the present study. This outcome is reinforced by Steketee et al, 107 who presented comparable outcomes in OCD patients. On the other side, it is not consistent with the results of Overbeek et al, 108 in which the depressive disorder comorbidity predicted enhanced treatment results in OCD patients. The opposite outcome was also found by Van Ameringen et al. 105 In their study, higher levels of anxiety and depressive symptoms before treatment were linked to increased resistance to pharmacological treatment in social phobia. Also, Heldt et al 4 showed worse treatment response in panic disorder comorbid with depression. These different results could be attributable to various study populations and different treatment methods. Finally, another study on an inpatient therapeutic program for anxiety disorders showed that treatment effectiveness of intensive therapeutic programs for anxiety disorders was predicted by the level of depression, comorbidity with depression, personality disorders, and marital status. 11 Another important factor that influenced therapeutic change was comorbidity with a personality disorder. Patients without personality-disorder comorbidity improved substantially more in the course of the therapy when compared to patients with personality-disorder comorbidities. Some studies furthermore described worse treatment outcomes in patients suffering from anxiety disorder and comorbid personality disorder. Telch et al 109 recognized that individuals with panic disorder and a comorbid cluster C personality disorder improved significantly less in the course of psychotherapy than patients without comorbidity. Thiel et al, 110 partially reinforced by Steketee et al, 107 indicated that psychotherapy for OCD was significantly less efficient when patients suffered from a comorbid schizotypal or narcissistic personality disorder. The presence of comorbid personality disorders was linked to resistance to pharmacological treatment of social phobia. 107 In a study by Prasko et al, 111 there was a less significant decrease in specific panic and agoraphobic symptoms in patients with a comorbid personality disorder than in patients without a personality disorder. Also, Vyskocilova et al 112 found that social phobia patients with a comorbidity of personality disorder displayed a smaller reduction of symptoms during therapy than patients with social phobia without comorbidity.
On the other hand, in a social phobia study of Kamaradova et al, there were no differences in treatment efficacy of a complex therapeutic program (PT and psychotherapy) between patients with comorbid personality disorder and patients without personality disorders. 106 Also, another study with a larger number of study subjects showed that treatment effectiveness of an intensive psychotherapeutic program for anxiety disorders was predicted by comorbidity with personality disorders.
11
Our current data suggest that the level of dissociation measured by DES and pathological dissociation measured by DES-T significantly correlates with poorer treatment outcome. However, this factor failed to retain statistical significance during backward-stepwise regression, because other factors were more influential. The connection between higher dissociation and lower treatment effectiveness was also found in other studies with different diagnostic populations. It has been repeatedly shown that dissociation is one of the factors contributing to poor treatment outcome in panic disorder 23, 24, 32 and OCD patients. 18, 113 In our previous work, dissociation was an important factor influencing treatment effectiveness in anxiety disorders. 19 Snyder et al presumed that hope is a sense developing in certain circumstances in goal-directed situations. 37 In the framework of the intensive inpatient-psychotherapy program, the more the patients knew, what they wanted to realize in the course of the hospitalization, and were motivated and active, the more efficient the treatment was. Still, our study seems to be the first that shows that hope may be a significant predictor of effectiveness in anxiety-disorder treatment.
Although there have been several studies focusing on the relationship between self-stigma and treatment effectiveness, they were mostly related to PT and affective disorders and psychoses. 50, 52, 70 The influence of self-stigma on the treatment effectiveness of systematic psychotherapy has not been recognized. The moderators of this relationship could have been the demoralization brought on by depressive symptoms, as well as the lack of agency caused by low levels of hope, a factor that is also connected with depressive symptoms. 82 Therefore, one of the objectives of this research was to determine if self-stigma contributes considerably to the treatment efficiency of systematic therapy for anxiety disorders. As for the impact of self-stigma on combined pharmacological and psychotherapeutic effectiveness, we found an inverse relationship. The strong correlation between internalized stigma and the change in mental state during treatment, evaluated by a psychiatrist, supports the hypothesis that patients who highly stigmatize themselves improve noticeably less during systematic treatment than patients with lower levels of internalized stigma. Also, it has been confirmed that the more that individuals agree with prejudices about psychiatric patients and apply these to themselves, the less they improve in their anxiety symptoms. 
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Ociskova et al Temperament and character traits from Cloninger's biosocial theory of personality can influence the therapeutic efficacy of anxiety disorders. 86 The objective change in global severity of the disorder significantly negatively correlated with harm avoidance and positively with self-directedness. For most patients suffering from anxiety disorder, the core symptoms are anxiety and avoidant behavior, which can be linked mostly to the harm-avoidance trait. Self-directedness is the character trait linked to achieving goals and planning. 86 The results replicate the findings of other studies on different patient samples and seem to be the first of their kind in patients with anxiety disorders. [72] [73] [74] Harm avoidance and self-directedness have both been recognized as features influencing efficiency of PT and psychotherapy. Curiously, these two traits have also been identified as typically lower (in self-directedness) and higher (in harm avoidance) among persons with anxiety disorders in comparison with the general population. Also, these two personality traits have been identified to be most significantly connected to self-stigma (harm avoidance tends to be higher and self-directedness lower in patients who suffer from self-stigma). The other five personality traits of Cloninger's theory of personality relate only slightly or not at all to treatment effectiveness, self-stigma, and anxiety disorders.
We wanted to find whether self-stigma is a strong predictor of therapeutic change or if it would be eliminated during regression analyses because other factors would be stronger. It might be the case that harm avoidance would be better suited to explain the lack of the treatment changes. After all, it is claimed to be temperamental, a largely heritable trait, and self-stigma is learned during life. However, self-stigma was stronger. With regard to the results of backward-stepwise multiple-regression analysis and after Bonferroni correction, self-stigma was the only significant factor that influenced relative treatment change. Other factors, which were separately associated with treatment response, were eliminated.
limitations
The study has several limitations. The group of participating patients was relatively small and heterogeneous, with a high level of comorbidity with other anxiety disorders, depression, or personality disorder. They were also not sufficiently responsive to the outpatient treatment. On the other hand, there was a relatively unselected "real" patient sample, very typical for the patients with anxiety disorders referred to psychiatric hospitalization. Such a population was described in our other study. 11 This fact decreased the possibility of generalizing the results to the whole population of patients with anxiety disorders or to particular subgroups of this population, which are usually treated in outpatient conditions. Other investigations grounded on the bigger population of patients with more specific anxiety disorders need to be carried out. Furthermore, in these studies, scales developed for the assessment of the specific anxiety-disorder symptoms should be used rather than the general BAI. Another limitation may have been the use of psychodiagnostic methods built on self-evaluation. The use of these inventories and scales is determined by the ability of introspection of the patients and their preparedness to be open in the statements.
Another limitation was that individuals were largely highly functioning (ie, had jobs and/or were studying). This could also limit generalization of our results. It should also be mentioned that specific diagnostic groups might respond to intensive management differently. The patients were treated with various drugs and with two alternative psychotherapeutic approaches. Still, despite this diagnostic and treatment diversity, self-stigma and comorbid personality disorders proved to be important factors affecting treatment effectiveness in patients with anxiety disorders.
With regard to the comparison of changes according to treatment program, there was a critical limitation: the patients were not randomized, and there was a selection bias. Therefore, it is not possible to generalize this finding. However, the treatment approach could have been a variable that could influence a change in therapy, so it seemed important to include it in the analysis. CBT showed statistically significant superiority over PT with regard to improvement in overall mental state measured with CGI Obj (Table 4) .
Conclusion
Some patients with anxiety disorders adopt social stigmatizing stereotypes and apply them to themselves. A comorbid personality disorder and a higher level of self-stigma may predict lower treatment effectiveness in anxiety disorders at the start of treatment. The outcomes of this study should be confirmed in other samples and ideally lead to the selection of optimal therapeutic approaches for specific patients.
